A 40-year-old male patient came to our outpatient clinic with a history of a painful red spot on the edge of his left middle finger for several days. He had a medical history of psoriasis, for which he was receiving 35 mg/day of acitretin. His family history also revealed psoriasis in the father. Upon dermatological examination, we observed partial shedding of the nail plate and scaling of the nail bed and periungual skin on his left thumb and fore-
. Partial loss of the nail plate and scaling of the nail bed and periungual skin on the left forefinger. Note the gyrate-shaped scale on the tip of the forefinger and the periungual erythematous-violaceous macule on the middle finger. 
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Color version available online finger. A gyrate-shaped scale on an erythematous base on the tip of the forefinger and a periungual dull red macule on the medial aspect of the middle finger were noticed ( Fig. 1 ) . The dermoscopic image of this lesion, which was obtained with a videodermoscope (MoleMax; Derma Instruments, Vienna, Austria) at 20-fold magnification, demonstrated a reddish homogeneous area and white rail lines ( Fig. 2 ) .
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Acitretin-Induced Periungual Pyogenic Granuloma in Acrodermatitis Continua of Hallopeau
Acrodermatitis continua of Hallopeau (ACH) is a rare chronic inflammatory dermatosis characterized by sterile vesiculopustules affecting mainly the distal aspects of the phalanges. Although the clinical presentation of ACH is sufficiently distinctive for it to be considered a separate entity, the fact that in some patients the initial pustular eruption may eventually evolve into generalized pustular psoriasis has lead many authors to regard ACH as a localized variant of pustular psoriasis. Currently, ACH is recognized as a form of acropustular psoriasis. The typical clinical presentation of ACH consists of pustules and erosions on the distal aspects of the fingers and toes. Pustulation of the nail bed and matrix leads to nail dystrophy, which is primarily seen as nail plate destruction, shedding, onycholysis, and anonychia. Desiccation of pustules usually leaves red, glazed areas with scales [1] [2] [3] . The patient presented here had typical clinical features of ACH. The characteristic nail involvement with nail plate shedding, scaling of the nail bed, and also the tip toplocated gyrate-shaped scaling, which corresponded to a preceding pustule, pointed to the diagnosis of ACH.
ACH is often refractory to treatment, and acitretin is one of the systemic agents that can be used to treat it [1] [2] [3] . Other than teratogenicity and other well-known side effects, including hepatotoxicity and mucocutaneous adverse reactions [4] , acitretin is known as one of the most common causes of drug-induced nail pyogenic granuloma [5] . Piraccini et al. [5] thoroughly investigated the epidemiological and clinical features of nail pyogenic granuloma in a retrospective study, which revealed that out of 58 cases, 18 were found to have drug-induced nail pyogenic granuloma. Moreover, it was confirmed that retinoids were a major culprit in drug-induced nail pyogenic granuloma. Nail pyogenic granuloma is a vascular tumor characterized by reddish lesions on the periungual tissues and nail bed. The main characteristics of drug-induced nail pyogenic granuloma have been described as involvement of multiple nails and a predilection for toenail localization, presumably due to chronic trauma. It has been established that the lateral nail folds are the most commonly affected part of the perionychium. Besides, one of the typical features of retinoid-induced pyogenic granuloma is dose dependency, although exceptions have been reported. Even though the exact pathogenesis of retinoid-induced pyogenic granuloma remains to be elucidated, it has been proposed that the underlying mechanism may be related to the antiproliferative properties of retinoids, since retinoids decrease the attachments between keratinocytes and cause nail brittleness, with penetration of fragments between the nail plate and the surrounding tissues [5] .
Histopathological investigations are mostly essential to make a definitive diagnosis of pyogenic granuloma. However, it has been suggested that in cases where pyogenic granuloma regression occurs without surgery, such as in drug-induced nail pyogenic granuloma, histopathological analysis may not be carried out [5] . Our patient did not accept lesional skin biopsy and dermoscopy was the major performed diagnostic procedure. Thus, on the basis of the clinical and dermoscopic findings, we made a diagnosis of acitretin-induced periungual pyogenic granuloma in ACH. Dermoscopy is a highly practical diagnostic technique, which has opened new dimensions in the morphologic evaluation of skin lesions. Over the years, dermoscopy has proven to be a valuable, noninvasive tool in the diagnosis of countless skin lesions [6] . So far, the dermoscopic features of pyogenic granuloma have been comprehensively described in different studies [7, 8] . In a multicenter study with 96.7% sensitivity [8] , a reddish homogeneous area was demonstrated to be the most frequent dermoscopic structure associated with pyogenic granulomas. In addition, another main dermoscopic structure, the "white rail lines," which are defined as whitish streaks or bands that intersect the pyogenic granuloma, showed a specificity of 81.4%. In that study, the authors also defined 7 exclusive dermoscopic patterns of pyogenic granulomas, one of which includes the presence of a reddish homogeneous area and white rail lines [8] . This pattern was observed in our patient.
Here, we describe a patient with 2 different nail-related diseases who demonstrated typical clinical manifestations of ACH and nail pyogenic granuloma. We aimed to present the features of these diseases, highlighting the importance of dermoscopy in the diagnosis of pyogenic granuloma.
